T he prevalence ofHIV/AlDS in children has grown such that AlDS is now the seventh leading cause of death in children between 1 and 4 years of age (National Center for Health Statistics, 1997) . Increasingly, more effective medical management has resulted in longer survival; however, there are often physical or cognitive difficulties related to the progression of the disease. When HIV infection affects the central nervous system, severe encephalopathy may result in cognitive, language, and motor delays as well as maladaptive behaviors, including lack of social interest; poor attention and concentration; diminished purposeful, goal-directed behavior; and decreased motor activity (Moss et al., 1994) . In addition, children with HIV infection may encounter social stigma and emotional stressors. All of these factors can limit opportunities for play. Because play is a primary occupation of children, it is of concern when illness or disability interferes with normal play development. Description of the unique aspects of play in this population could help occupational therapists plan interventions and recommend preventive measures to avoid compounding the children's developmental difficulties. No published information about play development in children with HIV infection was found; therefore, the purpose of this pilot study was to gather information on the play of children with HIV infection.
Method
Participants A convenience sample of 10 children with HIV/AlDS enrolled in long-term drug protocols at the National Institutes of Health in Bethesda, Maryland, participated in this pilot study. The participants were 5 boys and 5 girls from 4 years 11 months to 11 years 10 months of age (M = 8 years 4 months). Of the 10, only 1 had contracted the disease through blood transfusion, and 9 contracted it through vertical (perinatal) transmission. On the basis of the Centers for Disease Control and Prevention (CDC, 1994) classification of severity of illness (see Table 1 ),2 participants were in Category A, 2 in Category B, and 6 in Category C.
Instrument
The Revised Play History (Behnke & Menarchek-Fetkovich, 1984) , a semistructured, qualitative instrument that examines a child's current and past play, was used to gather data. The instrument divides the child's life into five epochs: Sensorimotor (birth-2 years), Symbolic and Simple Constructive (2-4 years), Dramatic and Complex Constructive (4-7 years), Game (7-12 years), and Recreation (12-16 years). Each epoch is divided into four main categories: Materials (what the child plays with), Action (how the child plays), People (how the child plays with others), and Setting (where the child plays). Each category (i.e., Materials, ----- ior not yet evident) to 4 (excellent play experiences, opportunity, and action). Behnke and Menarchek-Fetkovich (1984) reported an interrater reliability on 30 subjects and 2 raters of .908. Test-retest reliability research yielded a .774 correlation coefficient (significant at the .01 level) for the overall scores when the test was readministered to 10 subjects. When these authors correlated the Revised Play History with the Minnesota Child Development Inventory, the overall validity coefficient achieved for the subjects without disabilities was .966 (p < .0001) and for the subjects with disabilities, .704 (p < .01).
Procedure
The Revised Play History interview was administered by an occupational therapist trained in its administration to the participants' caregivers during routine visits to our facility for protocol testing. The entire interview took approximately 1 hour to complete. Demographic data on caregivers are summarized in Table 2 .
Because of parental deaths from AIDS, three participants had inconsistent caregivers since birth; insufficient information was available to score some epochs in the early development of twO participants. Five partjcipants were scored on the first four epochs, three on the first three epochs, and twO on the third and fourth epoch. None of the participants were scored on the fifth epoch because they were not old enough.
Results
Participants' scores on the Revised Play History ranged from 2 to 4 for each category within each epoch. Participants with a score of 2 or less in at least one category in any epoch were assigned to a "with-difficulty" group (n = 6); those with scores greater than 2 were assigned to a "without-difficulty" group (n = 4). In the with-illfficulty group, five participants had play difficulties in the Action and People categories, three had difficulties in the Setting category, and one had difficulties in the Materials category (see Tables 3 and 4 ).
Discussion
Some participants, but not all, had difficulty with play. Difficulties in the Action category were likely due to the severity of the HIV infection (see Table 1 for CDC classification), which was classified as severe in five of the six par- 
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------ticipants in the with-difficulty group. However, severity of illness did not directly parallel level of play behavior because in the without-difficulty group, severity ranged from mild (twO participants) to severe (one participant), and in the with-difficulty group, severity was moderate in one participant. Participants seemed to compensate for their physical difficulties-some better than others. They may have had better opportunities to participate in different activities, bet-. . . ter enVIronments, or more assertIve caregIvers.
Many of the caregivers of the participants in the withdifficulty group indicated that their children were small and did not achieve developmental milestones at appropriate ages and that their children had difficulty mastering refined gross or fine motor skill. For example, one caregiver stated that her son avoided fine motor activities and was unable to tie his shoes until 8 years of age. The participants with difficulties may have been interested in play but may have lacked the skills and competence to engage in activities, which, in turn, may have led to avoidance of exploration and engagement in play.
Difficulties in the People category may have been due to insufficient opportunities for contact with peers. For example, caregivers believed that their children illd not have the same number of playmates as did their peers and thought that this was related to the fact that their children did not attend school or were unable to make friends because of small stature or lack of motor skills. Additionally, the participants often were not permitted to go to the homes of other children because their caregivers feared that the responsible adults in the visited homes would not provide adequate care should their children become ill. One child was refused entrance to a preschool program because he had HIY. This limitation in social life space may not only limit play development, but also increase risk for psychosocial problems. As Meyers and Weitzman (1991) suggested, psychosocial difflCulties arise from caregivers' reaction to illness.
Many caregivers indicated that their children had no contact with other children outside of school. All 10 study participants are at an age where peers are a natural ingredient to normal play development. Eliminating this essential component not only affects play, but also may interfere with Note. n = 6. Scoring key: 0 = play behavior not yet evident; I = inadequate play: progressive therapy indicated (evidence of developmental delay in play); 2 = borderline: definite need for play intervention and enrichment (developmentaily appropriate play is present but is slightly delayed or laclcing in major areas); 3 = adequate play experiences, opportuniry, and action but laclcing in some minor areas; 4 = excellent play experiences, opportuniry, and action. 'See Table 1 for definition of Centers for Disease Control and Prevention (CDC) classifications.
normal psychosocial development. Three of the six partici-peers. Problems with the Setting category also are related to pants in the with-difficulty group had no siblings and the fact that participants in the with-difficulty group were resided with grandparents in areas where there were few limited in going to places away from home to play. Scores children. This factor may have further contributed to insuf-in the Materials category were the least problematic most ficient opportunities to relate with other people-adults or likely because although the children were isolated in their Table 4 Category Scores for Each Participant in the Without-Difficulty Group play, they had appropriate objects available and could play with them individually. Because of the nature of HIV infection and its negative effect on family constellations, evaluation of play history is difficult, particularly if the caregiver has not been constant throughout the child's life. We note that the Revised Play History tends to yield more information about current play than about past play. Additionally, caregivers could recall more information about past materials and setting than about action and people. Finally, the lack of firmly established reliability and validity of the instrument and the fact that it relies on caregiver report and recollection are limitations.
Conclusion
The small sample of this pilot study limits the conclusions to be drawn about play development of children with HIV infection. Knowledge of potential problems with physical and psychosocial aspects of play in this population has implications for intervention. Acknowledging that HIV infection affects action (physical and developmental effects), setting (no parents, overly cautious caregivers), and people (stigma of disease), the therapist can devise alternative methods to achieve goals in order to teach compensation strategies to children who have difficulties with these areas. Such strategies may include educating caregivers to provide an enriched environment (setting) with more opportunities for play experiences. A
